Psychoanalytic thought has historically dominated clinical conceptualizations of adjustment following the onset of physical disability. Many early thinkers believed that individuals who incurred a disability should rationally accept the permanence and severity of their injury (Mueller, 1962; Nagler, 1950; Nemiah, 1957) . This reality would take some time to digest, as the ego would be likely to feel a sense of "castration" at the loss of a limb or motor function. The losses accompanying the disability would deal a severe blow to the narcissism inherent to the individual (Cubbage & Thomas, 1989; Grzesiak & Hicock, 1994; Gunther, 1971) . Most individuals would use denial to defend against the anxiety precipitated by the loss of limb or motor function (Knorr & Bull, 1970; Roberts, 1972; Stewart, 1977 Stewart, -1978 . As the ego became able to permit experience of the loss, denial would be replaced by depression (Bracken & Shepard, 1980) . In fact, the severity and immediacy of conditions like spinal cord injury (SCI) were considered such powerful blows to the ego that depression was often construed as a necessary prerequisite to optimal adjustment (Siller, 1969; Stewart, 1977 Stewart, -1978 . Presumably, for individuals with a strong enough ego, depression would be eventually replaced by acceptance of the reality of their permanent injury. A plethora of "stage models" loosely based on these Freudian dynamics subsequently permeated Che mental health services offered to individuals with a physical disability for many years (for a critique of these models see Frank, Elliott, Corcoran, & Wonderlich, 1987) .
Empirical research, however, has not been kind to the basic tenants of these models. The extant literature clearly indicates that individual differences consistently predict emotional reactions following the acquisition of a disability and predict related secondary complications that may occur over time (e.g., pressure sores, infections, rehospitalizations; Elliott & Frank, 1996; Elliott & Umlauf, 1995) . In contrast to the "rational acceptance*' of disability posited in psychoanalytic models, evidence indicates that abilities to selectively process and negotiate reality are positively associated with optimal adjustment following disability (Elliott & Richards, 1999; Elliott, Witty, Herrick, & Hoffman, 1991) .
In fairness to the psychoanalytic tradition, there have been virtually no empirical studies of psychoanalytic constructs and their relation to adjustment among individuals with a physical disability. This is due in part to the fact that stage models contain vague, ill-defined concepts that cannot be easily operationalized into testable hypotheses or into measurable constructs. Neo-Freudian conceptualizations of psychoanalytic theory have remedied these shortcomings considerably. In this article, we examine reactions to severe physical disability from the perspective of Kohutian selfpsychology (Kohut, 1971 (Kohut, , 1977 , which offers several testable hypotheses about the process of adjustment.
According to Kohut (1971 Kohut ( , 1977 , healthy narcissism is manifested in a secure sense of self, the pursuit of meaningful goals and ambitions, and adaptive relationships with others. In Kohut's account, healthy narcissism develops when parents are available to be idealized by the child, to miiror the child's sense of grandiosity, and to provide the child with a sense of twinship. Occasional lapses in the parents' availability push the child to develop internal sources of approval, direction, and acceptance and eventually to set and pursue meaningful goals. Chronic lapses in parental empathy result in the failure to develop internal sources and the dependence of the adult child on external sources for meeting narcissistic needs (Kohut, 1977; Smith &Robbins, 1988) .
Individuals with healthy narcissism, according to Kohut (1971 Kohut ( ,1977 , are not only able to set and pursue meaningful life goals but they are also able to maintain realistic goals and set new adaptive goals during periods of transition. This flexible but durable structure of goals and ideals is thought to orient individuals and help stabilize them during times of stress and transition (Robbins, Lee, & Wan, 1994; Smith & Robbins, 1988) . Those individuals with unhealthy idealization, according to Kohut, possess a weak sense of goals and values and have difficulty maintaining their goals, drive, and a sense of continuity when negotiating change. In recent years, cognitive-behavioral theorists have also recognized the importance of goals in maintaining a sense of well-being and continuity when adjusting to life changes (Emmons, 1986; Holahan, 1988; Lazarus & DeLongis, 1983) .
The relationship between weak goal orientation and adjustment to change has been studied empirically with the Goal Instability Scale (GIS; Robbins & Patton, 1985) . High goal instability, indicated by low scores on the GIS, marks unhealthy idealization (i.e., a weak sense of goals and values); low goal instability, indicated by high scores on the GIS, signals healthy idealization (i.e., a strong and stable sense of goals and values). In a systematic program of research, goal instability has been negatively associated with self-esteem, social competency, and career decidedness (Robbins, 1989; Robbins & Patton, 1985) , although it has been positively associated with lack of ambition, lack of personal goals, and depressive style (Robbins, 1989) . Other researchers have found goal instability to predict depression and life satisfaction among early retirees Smith & Robbins, 1988) and grade point average and work effort among Southeast Asian refugee high school students (Lese & Robbins, 1994) . Collectively, these findings indicate that individuals with low goal instability facing common developmental challenges are better adjusted to their circumstances and have more adaptive behaviors than individuals with high goal instability, as predicted by Kohut's theory. This literature indicates that adults who report low goal instability, which indicates healthy narcissism, are likely to experience less distress and better adjustment following the onset of severe physical disability than adults who report high goal instability. Adults who report high goal instability are unlikely to be able to set new and meaningful goals in the face of limitations, demands, and changes imposed by a physical disability. Therefore, adults with high goal instability should report greater distress and dissatisfaction and lower acceptance of a disability. In contrast, adults who report low goal instability are likely to be more flexible and motivated to identify and work toward new goals. Therefore, adults who report low goal instability should evidence greater satisfaction with life, greater well-being, less psychosocial impairment, and fewer problems with social integration and secondary complications following the onset of a physical disability, and this would occur regardless of the time since the onset of a disability. We tested these predictions in a series of studies.
Study 1

Method Overview
Many individuals incur paralyzing SCIs in traumatic, highimpact incidents such as motor vehicle accidents, falls, shootings, stabbings, and athletic and work-related accidents. The majority of individuals who sustain these injuries is often under the age of 30 (Stover, Whiteneck, & DeLisa, 1995) ; an SCI can therefore be construed as an "off-time" developmental event that has farreaching consequences on all aspects of a person's life (Neugarten, 1979 ). An SCI can radically impact a person's ability to live, work, play, and pursue personal goals independently.
Because these changes are so immediate and dramatic, it has long been assumed that individuals who incur an SCI experience a depressive reaction, which presumably signals the ego's realization and acknowledgement of the injury and its consequences (Nagler, 1950; Nemiah, 1957) . According to the Kohutian perspective, however, the experience of distress may not be uniform among these individuals. Individuals with a greater goal instabilityindicative of a self lacking coherence and immature idealizationwould be more likely to experience the injury as a major loss threatening self-integrity because their sense of worth and purpose is likely based on a weak sense of goals and on external circumstances. Individuals with low goal instability-indicative of greater self-coherence and mature idealization-would be less likely to experience a disability as a loss that threatens self-integrity because their sense of worth and purpose is based on internal goals and values, which can be maintained after a disability. Goal instability, therefore, should be associated with greater depressive behavior among individuals who have recently sustained SCIs under traumatic circumstances.
Acceptance of a disability is believed to entail an expansion of personal values, a sense of personal and unique meaning in the situation and the condition, and the identification of new values and goals (Wright, 1960) . Acceptance of a disability coincides with a shift in values from external to internal sources. From the Kohutian perspective, individuals who report high goal instability have a more externally based value system than those individuals with low goal instability. Thus, individuals with high goal instability are likely to have considerable difficulty coming to terms with a disability: Reliance on external sources for a sense of worth would make it difficult for these individuals to shift personal values toward internal resources and to move forward with their lives in the face of the condition. In contrast, low goal instability should be associated with higher acceptance of disability.
The Kohutian model explicates a motivational component reflected in the construct of goal instability. Those individuals with low goal instability should evidence a higher sense of achievement in pursuing new goals and benefit from participating in activities that can help them work toward these goals. Furthermore, individuals with less goal instability should be more adept in setting adaptive goals and working toward them. We expected goal instability to be inversely associated with indicators of functional gains among individuals receiving inpatient rehabilitation services for recent-onset SCI.
Subjective well-being and optimal adjustment over time among individuals with a physical disability are often higher among individuals with active and meaningful vocational and leisure pursuits (Kemp & Vash, 1971; Krause, 1991) . Goal instability has been related to career indecisiveness and career satisfaction among college students (Robbins & Patton, 1985; Robinson & Cooper, 1988) . We expected that goal instability would be positively associated with career decisional needs reported by individuals facing discharge from a medical rehabilitation program. Goal instability should be associated with more decisional needs, as individuals with these characteristics are likely preoccupied with negative emotional reactions when considering vocational options following return to the community. We also expected goal instability to be associated with goal-directed activity at discharge from the program. Specifically, we anticipated that low goal instability would be associated with a desire for more information about opportunities for retraining and resuming their career pursuits. Individuals with low goal instability would likely seek out and request information that could facilitate career decision making.
Participants
One hundred nine individuals with traumatic-onset SCIs who were admitted consecutively for inpatient medical rehabilitation offered by a department in a university medical center were referred for psychological assessment as part of their rehabilitation program. Admission to the unit was predicated on the medical stability of the individual, funding resources available to reimburse the facility for providing rehabilitation, and willingness of the patient to be admitted and to participate in a rigorous rehabilitation program. Each individual consented to participate in the assessment and in the study. The sample was composed of 79 men and 30 women. They averaged 32.72 years of age (SD = 12.97, range from 15 to 73 years) and 11.95 years of formal education (SD = 2.02). Sample members were predominantly Caucasian (n = 64) with a large minority of African Americans (n = 45). Twenty-three individuals sustained their injury from a fall or occupational accident, 19 from a firearm or stab wound, 7 from an athletic or recreational incident, and 59 from a motor vehicle accident. One person was diagnosed with a cord injury with no clear etiology. These injuries resulted in tetraplegia in 41 individuals, paraplegia in 58 individuals, and other impairments in 10 individuals who had injuries to the lower regions of the spinal cord. Forty-seven individuals had incurred complete lesions to the spinal cord resulting in a complete loss of motor function and sensation below the site of the lesions; 62 had sustained incomplete lesions of the cord resulting in reduced motor function or reduced sensation below the site of the lesion. All individuals in the sample were admitted within 1 year postinjury.
Measures
Goal instability. The GIS (Robbins & Patton, 1985 ) is a 10-item self-report measure with a 6-point likert-type scale (ranging from 1 = strongly agree to 6 = strongly disagree) that was designed to assess goal directedness as defined in Kohut's (1971 Kohut's ( ,1977 self-psychology theory. Total scores range from 10 to 60, and low scores indicate greater goal instability. Items on the GIS reflect the central organizing aspects of the self that are believed to represent an enduring sense of purpose and stability in the self (e.g., "It's easier for me to start than to finish projects," "I lose my sense of direction," "I have confusion about who I am," "I wonder where my life is heading," and "After awhile, I lose sight of my goals"; Robbins & Patton, 1985) . We gave individuals the following instructions: "Read each item carefully. Using the scale shown below, please select the number that best describes YOU and put that number in the blank provided."
The GIS has considerable test-retest reliability (2 weeks, r = .75) and internal consistency (a = .80; Robbins & Patton, 1985) . Confirmatory factor analysis of the GIS obtained from undergraduates and early retirees indicated that the items best fit a one-factor model (Robbins, Payne, & Chartrand, 1990) . This measure has been used to assess goal instability among individuals experiencing early retirement , Southeast Asian adolescent refugees (Lese & Robbins, 1994) , undergraduate women (Robbins & Schwitzer, 1988) , and individuals receiving services from a mental health clinic (Robbins, 1989) .
Patient distress. The Inventory to Diagnose Depression (IDD; Zimmerman & Coryell, 1987 ) is a 22-item measure of depressive behavior . Acceptable test-retest reliability (r& -.98 over 2 days) and internal consistency coefficients (a = .92) have been reported; correlations with interview systems and other self-report measures of depression have also been adequate (rs ranging from .80 to .87; Zimmerman & Coryell, 1987; . Each item requires a respondent to indicate the severity of a depressive behavior on a 5-point Likert-type scale. The sum of responses provides a total severity score. Higher scores reflect the endorsement of more depressive behaviors. The IDD is recommended as a useful tool in the assessment of depressive behavior among individuals with an SCI (Elliott & Frank, 1996) .
Acceptance of disability. The Acceptance of Disability (AD) Scale (Linkowski, 1971 ) is a 50-item self-report measure of adjustment among individuals with a disability. It assesses the three components of acceptance of a disability as defined by Wright (1960) : the degree to which individuals are able to (a) find meaning in their circumstances, (b) value their selfhood, and (c) maintain positive beliefs about themselves (Linkowski, 1971) . Each item is rated on a Likert-type scale. Sample items include the following: "Disability or not, I'm going to make good in life," "There are times I completely forget that I am physically disabled," "My disability, in itself, affects me more than any other characteristic about me," and "I believe that physical wholeness and appearance make a person what he/she is." The AD Scale has evidenced adequate internal consistency (a = .93; Linkowski, 1971) . Higher scores denote greater acceptance of disability.
Several studies indicate that the AD Scale is a sensitive index of adjustment among individuals with a variety of debilitating and chronic conditions (see Linkowski, 1986) . The total score from the AD Scale has also been associated with measures of positive attitudes toward individuals with a disability, self-esteem, spiritual well-being, and satisfaction with social relationships (Linkowski, 1971) .
Career decisional and informational needs. The Career Factors Inventory (CFI; Chartrand & Robbins, 1997 ) is a 21-item self-report instrument often used to measure antecedents of career indecision. The CFI contains four separate subscales: Career Choice Anxiety (6 items; e.g., "When I think about actually deciding for sure what I want my career to be, I feel... frightened, tense, worried" etc.). Generalized Indecisiveness (5 items; e.g., "For me, decision making seems ... hard, clear, frustrating"), Need for Career Information (6 items; e.g., "Before choosing or entering a particular career area, I still need to find out what present and predicted job opportunities there are for a certain career area or areas," "Before choosing or entering a particular career area I still need to familiarize myself with different types of vocational training and their requirements"), and Need for Self-Knowledge (4 items; e.g., "Before choosing or entering a particular career area I still need to attempt to answer, What things are the most important to me?" "Before choosing or entering a particular career area I still need to attempt to answer, What type of person would I like to be?"). These four subscales have evidenced adequate internal consistency (a ranges from .73 to .86) and 2-week test-retest reliability (rs range from .79 to .84; Chartrand & Robbins, 1997) . Because the CFI subscales are essentially hypothetical constructs, evidence of construct validity is particularly important. The manual reports several important correlates of the separate CFI factors with established measures of career decision making, career development patterns, vocational identity, personal adjustment, and careerrelated adjustment (Chartrand & Robbins, 1997) .
Following the recommendations of Chartrand and Robbins (1997) , the Career Choice Anxiety and Generalized Indecisiveness scores were combined to obtain a single index of decisional needs; the Need for Career Information and Need for Self-Knowledge scores were combined to obtain a single index of informational needs. Individuals with higher scores on the Decisional Needs factor often exhibit greater distress and worry as they consider career options. Individuals with higher scores on the Informational Needs factor often express a greater desire for career-related information about their options, their interests, their training opportunities, and so forth (Chartrand & Robbins, 1997) .
Functional abilities. The Functional Independence Measure (FIM; Linacre, Heinemann, Wright, Granger, & Hamilton, 1995) was designed to provide "an indication of disability severity." The FIM consists of 18 items that are rated by trained personnel. Each item is rated on a 7-point scale, ranging from 1 (total assistance necessary) to 7 (complete independence). Ratings are based on actual and observed performance, and these ratings were conducted at admission to the unit and prior to discharge by trained rehabilitation staff from nursing, physical therapy, occupational therapy, social work, physiatry, and psychology. Functional abilities rated on the Motor subscale include eating, grooming, bathing, dressing upper body, dressing lower body, toileting, bladder management, bowel management, transfers to bed or chair, transfers to toilet, transfer to bath, locomotion, and locomotion of stairs. The Cognitive subscale includes ratings of comprehension, expression, social interaction, problem solving, and memory. Scores from each activity within the separate subscales are summed to obtain total scores for motor and cognitive abilities. Higher scores on the subscales denote higher functional ability, and lower scores denote lower functional ability.
The FIM is the standard measure of medical rehabilitation outcome in the SCI Uniform Data System (Crewe & Dijkers, 1995) and the SCI National Database (Stover et al., 1995) . Considerable validity and reliability data exist to support this use of the FIM (Crewe & Dijkers, 1995) .
Procedure and Data Analysis
Rehabilitation psychology staff administered measures of goal instability (GIS) and depressive behavior (IDD) to participants upon referral for psychological assessment. Prior to leaving the rehabilitation program, many of the participants were administered a discharge psychological evaluation that included the AD Scale and the CFI. The functional motor and cognitive abilities (FIMs) of the participants were measured upon admission and at discharge by rehabilitation staff.
Correlational and regression procedures were used to test our predictions that goal instability would be significantly associated with patient distress, acceptance of a disability, career decisional needs, career informational needs, and motor and cognitive gains during rehabilitation. To control for possible effects that were due to injury severity, we entered completeness of spinal cord lesion (coded as 0 = incomplete, 1 = complete) and level of the spinal injury (coded as 1 = cauda equina, 2 = paraplegia, 3 = tetraplegia) at the first step of the equations to predict the four self-report criterion variables. These variables are often used in this manner in correlational studies of adjustment following an SCI (e.g., Elliott, Godshall, Herrick, Witty, & Spruell, 1991) . To control for any variance attributable to prior distress in acceptance of disability and the two career variables, we entered depression scores at the second step of the respective equations. In the two separate equations used to predict motor and cognitive gains, we entered the respective admission scores for these variables at the first step. This effectively controlled for the initial level of ability as measured by the FIM. Goal instability was entered at the final step of each equation, thus providing a conservative test of our hypotheses concerning goal instability.
Results and Discussion
Means, standard deviations, and correlations used in regression analyses are contained in Table 1 . Results of the regression analyses are presented in Table 2 . The first analysis tested the relation of goal instability to depressive behavior. After we controlled for lesion and level of injury, goal instability significantly contributed to the prediction of depressive behavior, F^l, 103) = 72.09, R 2^ = .41. As expected, greater goal instability was associated with higher depression scores at admission.
The second analysis concerned the relation of goal instability at admission to acceptance of disability at discharge from the rehabilitation program, after we controlled for severity of the disability and depressive behavior reported at admission to the unit. Lesion and level of SCI did not contribute significantly to the prediction of acceptance of disability at the first step of the equation. At the second step of the equation, greater depressive behavior at admission was associated with lower acceptance of disability scores at discharge, F^l, 80) = 28.57, R 2^ = .26. At the final step, greater goal instability at admission was associated with lower acceptance of disability at discharge above and beyond variance attributable to distress experienced at admission to the unit, F inc (l,79) = 13.11,R 2^ = .11.
We then examined the relation of goal instability at admission to career decisional and informational needs at discharge. Lesion and level of SCI were unrelated to career decisional needs at the first step of the equation to predict career decisional needs. Higher depression scores were associated with higher career decisional needs at the next step, F inc (l, 76) = 23.86, R 2^ = .24. Goal instability, entered at the final step, significantly augmented the equation, F inc (l, 75) = 3.27, Rlc = .03 (p < .05; one-tailed test). Goal instability was associated with more decisional needs, as predicted.
Lesion and level of SCI were unrelated to career informational needs at discharge. At the second step of this equation, higher depression scores were associated with more informational needs, F inc (l, 76) = 6.29, R 2 M = .08. Goal instability was significantly associated with more career informational needs at the final step of the equation, F inc (l, 75) = 13.92, RIK = 14. In contrast to our original hypothesis, low goal instability was associated with lower career informational needs.
To determine the relation of goal instability to gains in cognitive FTM scores, we conducted a regression equation entering cognitive FIM scores at the initial step, and this accounted for 23% of the variance in the criterion variable. Goal instability scores, entered at the next step, did not significantly contribute to the equation. Similarly, motor FTM scores at admission accounted for 63% of the variance in the motor FIMs at discharge. Goal instability did not significantly augment the prediction of motor FIMs at discharge. Contrary to our initial hypotheses, goal instability was unrelated to gains in cognitive and motor abilities over the course of the inpatient rehabilitation stay.
Consistent with the Kohutian model, high goal instability was significantly associated with greater distress (as measured by the IDD) following the sudden onset of severe disability and with less acceptance of disability at discharge from the inpatient rehabilitation program. Goal instability accounted for a large part of the variance (41%) in depression scores, after we controlled for disability severity. Furthermore, greater goal instability was associated with more career decisional needs at discharge, indicating that these individuals had more emotional distress while considering career-related issues prior to returning to the community. Contrary to our understanding of goal orientation and the Kohutian model, individuals with greater goal instability apparently wanted more information about career-related options. Such individuals apparently see themselves in need of more information and support in order to make decisions about their life as they return to the community after hospitalization. Individuals who have a more stable goal orientation were less distressed and were seemingly able to find meaning in their circumstances and have less desire for information and guidance from others about possible activities once they went home. Goal instability did not appear to be related to gains in functional ability made during treatment, as measured by the FIM.
Study 2
Method Overview
Traumatic-onset SCI represents a sudden and dramatic change in life circumstance and physical junction. In contrast, disabilities that ensue from ongoing, chronic conditions (e.g., diabetes, low back pain, arthritis, heart disease, spinal bifida, multiple sclerosis, etc.) may steadily erode internal resources as time progresses. Goal instability may evince a different or weaker relationship with distress among individuals who have chronic, ongoing conditions that culminate in physical disability. It is also possible that individuals with low goal instability will be better able to adjust to their changing circumstances than individuals with high goal instability by adopting flexible goals and values to accommodate the circumstances and losses that accompany disease progression and disability. We tested the relation of goal instability to distress and functional gains in rehabilitation among individuals with disabilities acquired through chronic or gradual changes in health and physical functioning in this study.
Participants
Forty-five men and 52 women who were consecutively admitted to an inpatient rehabilitation program and referred for psychological assessment were included in this study. Sixty-four of the participants were Caucasian, and the others were of African American descent (n = 33). The sample averaged 55.46 years of age (SD -19.74 years, range = 17-83) and 12.25 years of formal education. Individuals had a variety of medical conditions including total leg amputation (n = 1), below knee amputation (n = 4), hip replacement surgery (n = 19), spinal stenosis (n = 24), multiple sclerosis (n -1), paraplegia (n = 16) and tetraplegia (n = 7) due to disease processes (e.g., cancer), multiple trauma (n = 10), Guillain-Barre' syndrome (n = 1), total knee reconstruction (n = 1), mild closed head injury (n = 1), total knee arthroplasty (n = 7), and coronary artery bypass graft (n = 5).
Procedure and Data Analysis
All participants completed measures of depression (IDD) and goal instability (GIS) and provided information about demographic and health status variables during their initial psychological assessment. These individuals consented to participate in the subsequent study of their assessment data. Participants were rated on motor and cognitive functional ability (FIM) on admission to the hospital and on discharge.
Correlational and regression procedures were used to test our hypotheses that goal instability would predict distress and motor and cognitive gains during rehabilitation among patients with disabilities acquired through chronic disease processes. When examining the relationship between depression and goal instability, we controlled for any variance attributable to differences in the initial level of disability by entering admission FIM scores at the first step of the regression equation. In the two separate equations used to predict motor and cognitive gains, we also entered the respective admission scores for these variables at the first step. As in the first study, goal instability was entered at the final step of each equation, thus providing a conservative test of our hypotheses concerning goal instability.
Results and Discussion
Means, standard deviations, and correlations used in statistical analyses are contained in Table 3 . Results from the regression analyses are displayed in Table 4 . The first regression equation tested the anticipated relation of goal instability to depressive behavior admission to the program. The physical and cognitive FIM scores, assessed on admission to the program, were entered at the first step of the equation as an index of disability severity. These variables were not significantly predictive of depression scores. Goal instability, entered at the second step of the equation, accounted for an additional 22% of the variance in the depression variable. Greater goal instability was significantly predictive of greater depressive behavior, as hypothesized.
Regression equations were then conducted to predict gains in cognitive and physical abilities at discharge, as assessed by the respective components of the FIM. As displayed in Table 3 , lower goal instability scores were significantly correlated with lower cognitive ability scores on the FIM at discharge. After we controlled for cognitive FIM scores at admission, goal instability significantly augmented the prediction of cognitive FIMs, F inc {l, 93) = 3.3, Rlc = .02 (p < .05; one-tailed test).
The second regression to predict motor FIM scores at discharge entered the motor scores on admission at the initial step of the equation, and this accounted for 57% of the variance in the criterion variable. Goal instability, entered at the final step, did not significantly augment the prediction of discharge motor FIMs.
Greater goal instability was again associated with greater distress among individuals who incurred physical disability from chronic, ongoing health conditions, although goal instability accounted for a smaller proportion of variance in depression (22%) than observed in the first sample (41%). Unlike the first study, high goal instability was associated with fewer cognitive gains observed by staff at discharge, but this association was relatively weak. These findingscombined with the results of the first study-underscore the strong relationship between goal instability and distress among individuals who sustain a disability, regardless of the reason for or the suddenness of the onset of the condition.
Study 3
Method Overview
The first two studies demonstrate that goal instability is associated with distress and predicts low acceptance of disability in rehabilitation inpatients soon after disability onset. We hypothesized that the relationship between goal instability would persist after discharge and following return into the community. Goal instability may very well have a powerful effect on adjustment among community residents with a disability. In the community, individuals with a physical disability have to identify meaningful goals for themselves; in the hospital setting most activities and goals for the inpatients are identified by health care providers, insurers, and payors. In the community, individuals with a disability are largely on their own recognizance to deal with life stressors and health regimens that follow in the wake of an acquired disability.
Many community residents with an SCI report greater unhappiness and dissatisfaction with life over time, and this may be attributable in part to difficulties individuals may have with social and environmental barriers (Dijkers, 1999) . We believe that satisfaction with life following a disability may also be related to goal orientation. Previous research has demonstrated that goal instability is associated with the life satisfaction of individuals who have experienced a major life stressor (e.g., early retirement; Robbins et al., 1994) . Similarly, we hypothesized that individuals with low goal instability should report greater life satisfaction in the year following SCI onset regardless of handicapping conditions imposed by the condition and the environment. Individuals with low goal instability should be more adept in making the most of their lives and their situation as they identify new goals, pursuits, and values and take action to achieve their goals. Those with greater instability would likely be overwhelmed by their condition and have difficulty setting new goals and values and in pursuing meaningful activities conducive to optimal adjustment. These individuals should continue to report poor adjustment while residing in the community. Following the onset of SCI, we also know that many individuals develop preventable secondary complications that are influenced by behavioral and social pathways. It is important that we identify individuals who are at risk for secondary complications that compromise physical health following an SCI. Specifically, individuals who develop decubitus ulcers (i.e., "pressure sores") often require expensive and intensive medical intervention for repair, rehabilitation, and management of the skin ulcer (over $17,000, excluding physician fees; Johnson, Brooks, & White neck, 1996; Stover et al., 1995) . Pressure sores are considered preventable complications, as individuals who develop these sores are often noncompliant with recommended self-care regimens, engage in a variety of health compromising behaviors, and lack active coping skills (Yarkony, 1994) . We hypothesized that individuals with greater goal instability would lack motivation to adhere to self-care regimens and skin management techniques and thus have a higher rate of positive pressure sore diagnoses I year postinjury than individuals with low goal instability. We tested these issues in this study.
Participants
Forty-five men and 16 women with SCIs returned for an annual evaluation approximately 1 year following discharge from the inpatient rehabilitation program. All individuals consented to participate in the study. The sample averaged 31.56 years of age (SD = 12.85) and 11.90 years of education (SD = 2.23). Forty participants were Caucasian and 21 were of African American descent. Twenty-nine participants had incomplete lesions to the cord and 32 participants had complete lesions. Thirty-seven participants had paraplegia, 22 had tetxaplegia, and 2 had other types of SCI (e.g., cauda equina). Comparisons with those who did not participate in the annual visit revealed that those who were seen were younger than those who were not seen (M = 42.13, SD= 18.37; p< .01). The two groups did not differ on the measures of goal instability, initial level of depression, acceptance of disability, or FIM cognitive or motor scores at discharge. No associations were found between type of SCI, gender, or race and return for the annual evaluation. Thus, the sample of those who returned for the annual evaluation did not differ in any important way from those who did not.
At the annual evaluation a series of questionnaires were administered to participants by a trained assistant affiliated with the National Model Systems SCI Database Project. Measures of handicap and life satisfaction (described below) were incorporated into the Model Systems Project after our study commenced. Of the 61 individuals who participated in the annual evaluation, 33 were administered the self-reported measures of handicap and life satisfaction. This sample included 24 men and 9 women; 20 participants were Caucasian and 13 were of African American descent. Twenty-two participants had paraplegic injuries and 11 had tetraplegia. Sixteen participants had complete lesions to the spinal cord, and 17 had incomplete lesions. The average age at injury onset for this sample was 31.70 years (SD = 13.33), and the sample averaged 11.91 years of education. Comparisons with those who were at the evaluation and were not administered the self-report measures of handicap and life satisfaction revealed no significant differences between the two groups on any self-report measure (e.g., goal instability, depression, etc.) or any demographic variable.
Measures
Pressure sores at the annual evaluation. Skin deterioration at the annual medical evaluation 1 year following discharge from the unit was determined by observational procedures used by physiatrists or nurses conducting these evaluations, according to criteria used throughout the cooperating Model Systems centers (Enis & Sarmiento, 1973) . Although pressure sores are routinely assessed for severity, for our purposes it was sufficient to categorize individuals who were diagnosed with one or more pressure sores at the evaluation (coded as 1) and those who were determined to have no pressure sores at this time (coded as 0).
Subjective well-being. The Satisfaction With Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985) was used to assess subjective well-being at the annual evaluations. The SWLS is a five-item instrument; each item is rated on a Likert-type response format ranging from 1 (strongly disagree) to 7 (strongly agree). Sample items on the SWLS include: "In most ways my life is close to my ideal," "The conditions of my life are excellent," and "I am satisfied with my life." Higher scores reflect greater subjective well-being. The SWLS has evidenced internal consistency (a = .87) and reliability (2-month test-retest coefficient == .82; Diener et al., 1985) . Correlates with other instruments indicate that the scale is relatively independent of social desirability effects and psychopathology, and it is favorably associated with other measures of life satisfaction (Diener et al., 1985) .
Extent of handicap. The Craig Handicap Assessment and Reporting Technique (CHART; Whiteneck, Charlifue, Gerhart, Overholser, & Richardson, 1992) was developed to assess the degree of handicap in social roles imposed by a disability and the immediate environment of the respondent. The CHART defines handicap consistent with guidelines developed by the World Health Organization and thus assesses role impairment in areas of mobility, occupational activity, social integration, physical independence, and economic self-sufficiency. The CHART consists of 27 items that are used to construct the separate dimensions. Higher scores on each subscale indicate greater activity; lower scores indicate greater handicap. The Economic Self-Sufficiency subscale was not used in this study because many respondents felt uncomfortable completing the financial questions on this subscale.
One-week test-retest coefficients indicate temporal stability for the remaining subscales (Occupation, .89; Mobility, .95; Physical Independence, .92; Social Integration, .81; Whiteneck et al., 1992) . Other research has found greater handicap as assessed by the CHART to be associated with lower satisfaction with life scores (Dijkers, 1999) .
Procedure and Data Analysis
All participants completed the measure of goal instability (GIS) during their initial psychological assessment on admission to inpatient treatment. Approximately 1 year after discharge from in patient treatment, participants returned for their annual medical evaluation. Among other procedures, participants completed measures of life satisfaction (SWLS) and handicap (CHART) and were examined for pressure sores at the annual evaluation.
The ability of goal instability scores at admission to predict satisfaction with life \ year after discharge, beyond the contribution of handicap, was tested by using a hierarchical regression analysis. Inspection of the correlational data contained in Table 3 revealed that only two of the handicap variables assessed by the CHART were significantly associated with life satisfaction. Greater occupational and mobility impairment were associated with lower satisfaction with life. These variables were then retained for the regression analyses and were entered at the first step to control for differences in the level of handicap among participants. Goal instability was entered at the second step to provide a conservative test of our hypothesis that goal instability on admission to inpatient rehabilitation predicts life satisfaction 1 year after discharge. When examining the ability of goal instability to predict the incidence of pressure sores at the annual evaluation, we initially divided the participants into a group with pressure sores and a group without pressure sores. If a significant difference existed between the groups on the GIS, a logistic regression to test the ability of goal instability to predict pressure sore diagnosis was to be performed.
Results and Discussion
A one-way analysis of variance revealed no significant difference in goal instability scores between participants with no pressure sores at the annual evaluation (M = 45.37, SD = 11.27, n -46) and participants who were diagnosed with at least one pressure sore SD = 11.3, . No further analyses were conducted with the pressure sore data.
Means, standard deviations, and correlations between the three self-report variables are displayed in Table 5 . Results from the regression equation are presented in Table 6 . At the first step of the equation to predict satisfaction with life, the two CHART dimensions, Occupational and Mobility Impairment, accounted for 25% of the variance in SWLS. Goal instability, entered at the second step, significantly augmented the prediction of satisfaction with life 1 year following discharge from the inpatient unit, /^(l, 29) = 11.43, Rfn = .28. Greater goal instability assessed at the onset of physical disability was significantly associated with lower satisfaction with life 1 year later. This relationship accounted for an additional 28% of the variance in satisfac- Note. GIS = Goal Instability Scale at admission; SWB = subjective well-being; MS = Craig Handicap Assessment and Reporting Technique (CHART) Mobility subscale; OS = CHART Occupational subscale; PIS = CHART Physical Independence subscale; SIS -CHART Social Integration subscale; FIM = Functional Independence Measure Motor Score. *p < .05. tion with life scores after taking the degree of social and personal handicap into account. Goal instability assessed after the onset of severe physical disability appears to be prospectively related to subsequent adjustment over the 1st year of acquired disability. Yet goal instability does not appear to be associated with the occurrence of a preventable secondary health complication that may be influenced by adherence to self-care regimens. These data indicate that the primary influence of goal instability over time may be on psychological adjustment rather than physical health.
Study 4
Method Overview
We explored two possible mechanisms that might mediate the relationship of goal instability to life satisfaction among individuals with an SCI and other severely disabling conditions. Mediation is often a concern in correlational research, as the relationship between two particular variables under examination might be essentially explained by the presence of a third variable (Baron & Kenney, 1986) . First, individuals who have lived in the community for some time may experience deleterious effects of social stigma and develop a greater sensitivity to the perceptions of others and expect others to see them in negative ways. This sense of "perceived stigma" has been associated with adjustment among community residents with a disability (Rybarczyk, Nyenhuis, Nicholas, Cash, & Kaiser, 1995; Rybarczyk et al., 1992) . The relation of goal instability to life satisfaction may be mediated by the degree of perceived stigma experienced by an individual living in the community because of the positive association between goal instability and an externally based sense of value and self-worth.
Second, there is a possibility that environmental constraints that specifically disrupt individuals' mobility in their personal and social environment might be a more precise conceptualization of disability than the more global assessment obtained by the CHART in Study 3. Individuals with a disability who experience greater interference in pursuing their activities also report more distress and dissatisfaction than those who are able to continue engagement in preferred activities (Williamson, 1998) . People can be angered and distressed when environmental barriers and mobility restrictions thwart their goal-directed activities. From this perspective, mobility restrictions could be a more powerful predictor of life satisfaction than goal instability and might in fact mediate the relation of goal instability to life satisfaction.
In our final study, we tested the possibility that the relation of goal instability to life satisfaction was mediated by either perceived stigma or mobility restriction among community residents with a physical disability. We used correlational and regression procedures to examine these issues.
Participants
Forty-one men and 15 women with physical disabilities from the outpatient clinic were administered a battery that includes the measures described below. The sample was predominately Caucasian (n = 32) and the remainder was of African American ancestry (n = 24). The average age of participants was 33.48 years (SD = 11.56, range = 17-61 years). Six participants had spinal stenosis, 1 had multiple sclerosis, 1 had permanent disability resulting from multiple traumas, 21 had paraplegia, and 27 had tetraplegia. Thirty participants had incomplete lesions to the spinal cord, and 26 had complete lesions. All consented to participate in the assessment and in the subsequent study of the assessment data. One man did not accurately complete the GIS, and his data were not available for analyses.
Measures
Life satisfaction. The Life Satisfaction Index-A (LSI-A; Adams, 1969) was used to assess adjustment in this study. The LSI-A has demonstrated considerable validity and reliability in comparisons with other measures of life satisfaction. It has also been shown to be a sensitive indicator of adjustment among community residents with an SCI (Fuhrer, Rintala, Hart, Clearman, & Young, 1992; Schulz & Decker, 1985) . Respondents indicate agreement, disagreement, or "cannot say" to each of the 20 items. Sample items on the LSI-A include the following; "As I grow older, things seem better than I thought they would be," "I've gotten pretty much what I expected out of life," and "These are the best years of my life." Adams (1969) reported that the measure assesses aspects of life satisfaction in terms of mood tone, zest for life, and congruence between achieved and desired goals. Higher life satisfaction on the LSI-A has been associated with less mobility restriction among individuals with an SCT (Fuhrer et al., 1992) . Higher scores indicate greater life satisfaction.
Perceived stigma. The Perceived Social Stigma Scale (PSSS; Rybarczyk et al., 1992 ) is a 22-item measure of negative stereotypes about individuals with disabilities. The scale contains 14 negative attributes (e.g., unhappy, pitiful, slow, clumsy, etc.) and 8 antonyms (e.g., friendly, normal, healthy, attractive, etc.) . Respondents are instructed to rate each attribute according to how "... others see me.. ."onal {not at all true) to 4 (very much true) Likert-type scale. The sum of the responses-after reversing those responses to the antonyms-indicates the degree of perceived stigma experienced by the respondent. Acceptable internal stability coefficients have been observed (a = .91; Rybarczyk et al M 1995) and higher PSSS scores have been associated with higher depression scores, lower quality of life, lower observer-rated adjustment, and disturbed body image (Rybarczyk et at., 1992 (Rybarczyk et at., , 1995 . Higher scores indicate greater perceived social stigma.
Community mobility. The Mobility Scale of the Sickness Impact Profile (Bergner, Bobbitt, Carter, & Gilson, 1981) was used to assess psychosocial mobility. This scale contains 10 items that assess difficulties a respondent may have with mobility restrictions secondary to their condition (e.g., "I stay within one room," "I am not going into town," "I am staying in bed most of the time," etc.). Respondents are required to answer true or false to each item as it applies to their personal experience in the preceding 24 hr. An algorithm is then used to calculate the score, as described by the authors (Bergner et al., 1981; Gilson et al., 1975) . Higher scores indicate greater mobility impairment. Mobility scores have been validated with clinician ratings of psychosocial impairment and self-reports of activities of daily living (correlations ranging from .55 to .82; Bergner, Bobbitt, Pollard, Martin, & Gilson, 1976) .
Procedure
Participants were administered measures of life satisfaction (LSI-A), perceived stigma (PSSS), community mobility (MS), and goal instability (GIS) by the psychology staff when they were referred for psychological evaluation by the outpatient clinic at the rehabilitation hospital.
Correlational and regression techniques are required to test for mediating and moderating effects between variables (Baron & Kenney, 1986) . Three conditions must be met to determine whether perceived stigma or mobility restriction mediate the relationship between goal instability and life satisfaction (Evans & Lepore, 1997) . First, significant correlations must be observed between life satisfaction and each of the predictor variables (goal instability, perceived stigma, and mobility restriction). Second, these three predictor variables must be significantly correlated with each other.
Separate hierarchical multiple regression equations, however, are necessary to establish the final condition. In the first equation, the relation of perceived stigma to life satisfaction is held constant by entering the stigma variable at the first step of the equation. Goal instability is then entered at the second step of the equation. If goal instability does not significantly contribute to the prediction of life satisfaction-as determined by the degree of incremental variance in life satisfaction attributable to goal instability-then the relation of goal instability to life satisfaction is dependent on or mediated by perceived stigma. Similarly, the second equation would test the possible mediating effects of mobility restriction by entering this variable at the first step of the equation and goal instability at the second step. Partial mediation can occur when the relation of goal instability to life satisfaction is reduced by remains significant after the association of either perceived stigma or mobility restriction to life satisfaction is controlled at the first step of the equation.
To test whether perceived stigma or mobility restriction moderate the goal instability-life satisfaction relationship, we entered an interaction term computed between the predictor variables (e.g., Goal Instability X Perceived Stigma, Goal Instability X Mobility Restriction) after the first two steps described previously. This procedure determines if the relation of goal instability to life satisfaction varies with the level of perceived stigma or mobility restriction (Baron & Kenney, 1986) ,
Results and Discussion
Means, standard deviations, and correlations used in the regression analyses are depicted in Table 7 . Life satisfaction was significantly correlated with goal instability (.54), perceived stigma (-.44), and mobility restriction (-.45). As expected, the three predictor variables were significantly associated with each other. Thus, the first two requirements for determining mediation were satisfied. Results of the separate regression equations are contained in Table 8 . The first regression equation examined the relation of goal instability to life satisfaction after taking perceived stigma into account. Greater perceived stigma was significantly associated with lower life satisfaction and accounted for 20% of the variance in the criterion variable. Goal instability, entered at the second step of the equation, was a significant predictor of life satisfaction, F^l, 52) = 9.96. The partial correlation between goal instability and life satisfaction was .43, and goal instability accounted for an additional 13% of the variance in life satisfaction. Greater goal instability was associated with less life satisfaction, and this relationship was not mediated by perceived stigma. The Goal Instability X Stigma interaction term at the final step of the equation did not significantly contribute to the prediction of life satisfaction.
The second regression analysis examined the possible mediating influence of mobility on the goal instability-life satisfaction relationship. Greater mobility impairment was associated with lower life satisfaction, and this relationship accounted for 21% of the variance in the criterion variable. At the second step, goal instability remained significantly predictive of life satisfaction, F^l, 52) = 11.35. The partial correlation between goal instability and life satisfaction was .42, and it accounted for an additional 14% of the variance in life satisfaction. Greater goal instability was associated with lower life satisfaction, and mobility did not mediate this relationship. The Goal Instability X Mobility interaction term did not significantly augment the prediction of life satisfaction. Collectively, these findings indicate that goal instability is associated with life satisfaction independently of perceived mobility restrictions and social stigma.
General Discussion
For decades, clinical lore surrounding the psychological aspects of physical disability has appropriated models and Note. GIS -Goal Instability Scale; LSI-A = Life Satisfaction Index; Mobility = Mobility Scale; Stigma = Perceived Social Stigma Scale. *p < .05. terms loosely derived from the Freudian psychoanalytic tradition. Clinical assumptions about "stages" of adjustment or manifestations of "denial" have either failed to stand the test of empirical scrutiny, or these constructs have eluded useful operationalization necessary for investigation. The present research, guided by a Kohutian model of psychoanalytic processes, demonstrates that the goal orientation of the self is associated with emotional adjustment following physical disability, and this relation is not mitigated by the suddenness of the onset of disability, severity of the disability, or the degree of handicap imposed by the environment. Furthermore, our research provides preliminary evidence that the goal orientation of die self at the time of disability onset may predict life satisfaction 1 year after living with the disability. Collectively, our results support our predictions that high goal instability is associated with adjustment to physical disability soon after the onset of disability and among those who have lived with their conditions for some time. The findings with regard to adjustment to physical disability were replicated in individuals with suddenly acquired disabling injuries, namely an SCI, and individuals with disabling injuries acquired over longer periods of time as the result of chronic health problems. The relationship of goal instability to life satisfaction was demonstrated with two different measures of life satisfaction-the SWLS and LSI-A-and between two different groups of individuals with disabilities. Furthermore, the effect size obtained for these relationships was large relative to the effects typically obtained with personality variables. Goal instability, after controlling for the severity of injury, accounted for 41% of unique variance in depressive behavior and predicted 11% of the variance in acceptance of disability over and above that accounted for by depressive behavior. Goal instability predicted 28% of the variance in satisfaction with life over and above that accounted for by the degree of social and persona] handicap.
According to Kohutian psychology, individuals with weak goal orientation are likely to have special difficulty with adjustment to physical disability for several reasons. Individuals with high goal instability are likely to base their sense of self-worth and purpose on rigid external goals and values, which might be very difficult or impossible to attain after a disabling injury. Their injury, therefore, would be experienced as a tremendous obstacle to a purposeful life. In addition, individuals with high goal instability are likely to have deficits in setting new goals and possessing the drive to achieve them. These deficits might diminish their motivation to participate fully in their rehabilitation program and to engage in appropriate self-care behaviors. Our data also shed new light on factors that might mediate the relationship between goal instability and adjustment. We found evidence that goal instability is associated with self-reported handicap and perceptions of social stigma. Others have wondered if certain personality characteristics predispose some individuals with a physical disability for social discomfort (Rybarcyzk et al., 1992) . Previous research has established that individuals who feel stigmatized often expect others to display tense and avoidant behaviors in interpersonal interactions (Kleck & Strenta, 1980; Strenta & Kleck, 1984) . The present work indicates that individuals who rely on external resources to support their sense of self may be particularly vulnerable to the stigmatizing effects of disability. Individuals who have high goal instability following a disability may be more self-conscious and feel more discomfort in social situations than those who have a more stable sense of goals and a greater sense of self-coherence.
The present research indicates that goal instability-as measured by the GIS-is consistently related with selfreported distress and adjustment at various times after the onset of physical disability. However, we found scant evidence that GIS scores are associated with observed improvements in functional abilities and no evidence that GIS scores may be related to the occurrence of a secondary ailment mediated by adherence to behavioral self-care regimens. It seems then that the primary benefit of self-reported goal continuity may be confined to perceptions of adjustment and the subjective experience of distress. We have no evidence that goal instability may be related to more objective indicators of adjustment or performance. In this manner, our findings regarding goal instability parallel those in the reality negotiation literature: Subjective perceptions of the self and one's future are often associated with subjective experiences of adjustment and distress (Elliott & Sherwin, 1997) . There are considerable similarities in the theoretical properties and measurement devices used in the reality negotiation research and in the study of goal instability (Elliott & Sherwin, 1997) . Although our present findings support the basic contentions of the Kohutian model with regard to a "healthy self" among individuals with acquired disabilities, it is possible that the adaptive properties espoused in the Kohutian model are similar to social-cognitive constructs that might offer different explanations of development and operation. To a certain extent, both strands of inquiry verity that optimistic views of the self and strong personal goals are associated with better psychological adjustment in times of duress. The degree to which these characteristics are associated with objective indicators of adjustment and performance remains open to question (Shedler, Mayman, & Manis, 1993 ).
The present work extends our knowledge of the role of goal instability in the adjustment to life transitions and events by demonstrating the relation of goal instability to adjustment following a physical disability. As noted earlier, little empirical work has examined the role of psychoanalytic constructs in the adjustment of individuals with chronic and disabling health problems, and psychoanalytic notions have fallen into disfavor among many health researchers. The present data, however, suggest mat researchers may want to revisit psychoanalytic theory when considering the needs of individuals with chronic health conditions.
There is, for example, emerging interest in the role of goal setting and motivation in the treatment of individuals with physical disabilities. Kennedy and coworkers (Kennedy & Hamilton, in press; Kennedy, Henderson, & Gallagher, 1996) have investigated the measurement and correlates of setting goals among individuals in rehabilitation programs. Webb and Glueckauf (1994) found that high patient involvement in setting rehabilitation goals was associated with more optimal outcomes for individuals with a traumatic brain injury. The GIS may prove useful in identifying individuals who might be at risk for psychological problems after a disability and thus aid in identifying those who might benefit most from goal-setting interventions.
There are some limitations to the studies reported here. There is some concern that our measures of functional ability (the FIMs) and health outcomes (pressure sores coded in a dichotomous fashion) might have been insensitive to other possible changes in health status. Nevertheless, these are relatively standard outcome measures in the health care of individuals with disabling conditions and mobility impairments. Despite the low proportion of participants available at the annual evaluations and the relatively low number completing the CHART and SWLS in Study 3, we detected no differences between returnees and nonreturnees or between respondents and nonrespondents that might bias our findings. Further prospective research with a larger sample is certainly desirable. We cannot determine from our results if the GIS assesses a true, enduring personality construct or an ongoing, adaptive coping style. The consistent association between GIS scores and self-reported adjustment in our studies is consonant with previous research with this scale.
Future research could investigate possible relations between goal instability and other indicators of physical health status among individuals with chronic and disabling conditions over time. Prospective study of the relation of goal instability to adjustment would also be informative. It might be particularly helpful to understand relations between goal instability and actual goal setting among individuals facing major life changes like a disability, and how low goal instability individuals define and pursue goals that provide a sense of meaning and direction in living with a physical disability.
Finally, we wonder if living with a severe physical disability may have a detrimental effect on one's sense of self-coherence and goal continuity. It is possible that some individuals might experience a decline in their sense of goal continuity over time after repeated encounters with architectural and societal barriers and with continued-if not increased-reliance on others (e.g., family members, health care and social service providers, etc.) for a variety of services. For some individuals, a sense of self-coherence and goal continuity may steadily erode with concomitant changes in psychological adjustment. Activities and interventions that promote the psychological and physical independence of the person with a disability might have the opposite effect. Prospective study that examines multiple assessments of goal instability and adjustment over time would help us understand these dynamics, and further work is needed to understand the mechanisms through which goal instability influences adjustment and how counseling psychologists can provide appropriate interventions.
